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N 001 1200-8-6 Initial Comments N 001

During the Licensure survey conducted on March
21, 2012, at Oneida Nursing and Rehab Center,
no deficiencies were cited under chapter
1200-8-6, Standards for Nursing Homes. g

Division ofji;gl;C{/aZ Facilities %f LZ"/ %L/;}[ 5{@,37}2,07&@?1@ @/2 ] // j ; ft/xz‘;’%EE

LABORATORY DIRECT RS OR PROVIDERJ’SUPPLIER QTEPRESENTATIVES SIGNATURE
STATE FORM LU EV6811 If continuation sheet 1 of 1

APR 04 2012




